Sexually abused children may have poor mental health because of their victimization as well as preexisting or co-occurring family problems. However, few studies consider psychopathology in relation to both abuse and other family experiences. This study uses data from the National Survey of Child and Adolescent Well-Being (NSCAW) to create latent subgroups of 553 children investigated for sexual abuse. The study investigates children's psychological symptoms and child welfare service (CWS) patterns to understand how children's needs relate to mental health services. Analyses were conducted by child age: 3-7, 8 -11, and 12-14. Factor mixture modeling and regression analyses were used. Results show meaningful subgroups of children that relate to different symptom patterns. Among 3-to 7-yearolds, behavioral symptoms are associated with caregiver domestic violence and mental illness. Among 8-to 11-year-olds, depressive symptoms are associated with severe abuse and multiple family problems, whereas posttraumatic stress is associated with chronic, unresolved abuse. Although many children received mental health services, services are not well matched to children's needs-the substantiation status of the abuse explains services. Implications for CWS and mental health services are discussed.
more often than other children, regardless of exhibited symptoms (Garland, Landsverk, Hough, & Ellis-MacLeod, 1996) . Greater rates of child welfare case opening were found among investigations of sexual abuse, a pattern that was linked to the perception among child welfare workers that CSA is particularly harmful to children (McCrae & Barth, 2004) . However, sexually abused children in this study were not different from other children with regard to their reported exposure to other family problems such as substance abuse, prior maltreatment, and domestic violencefactors that also pose threats to their mental health.
Certainly, the perception that sexual abuse is a precursor to psychopathology has considerable merit. Over 40 years of research supports the link between CSA and psychopathology, including posttraumatic stress disorder (PTSD), depression, and behavior problems (Avery, Massat, & Lundy, 2000; Beitchman, Zucker, Hood, DaCosta, & Akman, 1991; Kendall-Tackett et al., 1993; McLeer et al., 1998; Romano & De Luca, 1999) . However, many children do not show signs of mental distress, and researchers agree that no specific psychological or behavioral "syndrome" follows sexual abuse (Beichtman et al., 1991; Kendall-Tackett et al., 1993) . Most children show recovery from symptoms during the first 12 to 18 months (Finkelhor et al., 1990; Kendall-Tackett et al., 1993) . The phenomenon of "sleeper effects"-in which asymptomatic children later become symptomatic (Fergusson & Mullen, 1999; Finkelhor & Berliner, 1995; Putnam, 1996) -further complicates the design of services, because it is unclear which children need services and when. A strong emotional or behavioral reaction after CSA does not always correspond with long-term problems, and the apparent absence of symptoms does not guarantee a path free from mental disorders. Data showing that sexual abuse is predictive of adult mental disorders, regardless of individuals' exposure to other childhood adversities (Molnar, Buka, & Kessler, 2001) , lends support to the idea that all CSA-exposed children ought to be provided mental health services.
Research also shows, however, that children's sexual abuse experiences vary greatly and data from several studies suggest that many children exposed to sexual abuse may not be at high risk for developing psychological problems. Characteristics of sexual abuse that portend poor outcomes include abuse of longer duration, that involves penetration or force, and a perpetrator who is close to the child (Kendall-Tackett et al., 1993) . Indeed, one study of 80 nonclinically referred children showed that CSA-related and demographic factors accounted for greater than one half of the variance in children's global functioning and predicted PTSD in over 80% of children (Ruggiero et al., 2000) , yet over one half of children (60%) in this study had reportedly experienced CSA on one occasion. A review of eight studies describing abuse characteristics showed that roughly 10% of CSA incidents involved close family members, 50% involved acquaintances, and just 5% to 10% of CSA incidents involved the most severe level of abuse defined as intercourse (Fergusson & Mullen, 1999) . The predominance of children who have experienced relatively less severe CSA prompts questions about the utility of universal or preventive mental health services for CSA-exposed children. If abuse dimensions such as duration and perpetrator closeness are the primary determinants of children's psychological course, many children may not be at high risk, particularly in situations wherein there are strong emotional supports available to children following the abuse, such as from a nonoffending caregiver or other adult (Cohen & Mannarino, 1996) .
There may be other factors that influence, or that may even more fully explain in some situations, children's psychopathology risk. Sexual abuse accompanied by neglect is associated with higher levels of internalizing behavior problems (Bolger & Patterson, 2001) . Sexual abuse, along with physical and emotional abuse, family disruption, and poverty predicted the most clinical depression and anxiety among 290 female adolescents in Canada (Bagley & Malick, 2000) . Data from the National Survey of Adolescents show that depressed adolescents who experienced both sexual and physical abuse exhibit the most symptoms (Danielson, de Arellano, Kilpatrick, Saunders, & Resnick, 2005) and comorbid adolescent psychopathology is associated with several types of interpersonal violence experiences (Kilpatrick et al., 2003) . CWS that are configured to better meet children's mental health service needs will need to be cognizant of multiple factors that put them at risk for developing problems. In addition, children's psychological needs may change over time in relation to maltreatment and related family problems. Investigators who examined the timing of maltreatment, children's exposure to multiple family problems, and their psychological symptoms, for example, found that sexually abused children had worse outcomes that were attributable to their CSA experiences at the onset, but which were attributable to other family problems 6 months later (Paradise, Rose, Sleeper, & Nathanson, 1994 ). Children's problems at 6 months in this study were predicted by factors such as having prior reports, poor family integration, lower maternal education, and maternal psychiatric problems. Studies such as these are a first step toward better understanding children's psychological course following sexual abuse that may aid the design of CWS and mental health services that are tailored to meet children's individual needs.
Current research is limited not only because many studies have focused on the characteristics of the CSA that best predict children's problems, but also because much of what we currently know is based on adult retrospective reports or reports of select subgroups of children, such as those with substantiated abuse or clinical-level problems (e.g., Avery, Massat, & Lundy, 2000; Molnar et al., 2001; Garland et al., 1996) . CWS and mental health service resources that are sufficiently targeted in cases of sexual abuse are complicated by the paucity of information about the larger group of children investigated for sexual abuse. For the first time, national data are available through the National Survey of Child and Adolescent Well-Being (NSCAW). This study allows for a comprehensive view of the circumstances of CSA that is brought to the attention of CWS. This study aims to expand our knowledge of the needs of sexually abused children by identifying meaningful subgroups of children who may be exhibiting, or at risk for, psychopathology because of their total abuse and family experiences. Children in three age groups are analyzed (ages 3-7 years, 8 -11 years, and 12-14 years), in the interest of conducting child welfare research that is developmentally sensitive (Berrick, Needell, Barth, & Jonson-Reid, 1998 ). Children's symptoms are viewed from a cumulative risk perspective of how children develop mental disorders, a strategy that likely reflects the day-today circumstances faced by many clinicians and child welfare workers, wherein children's problems are not readily attributable to a single cause.
Method
The NSCAW study involves a sample of 5,501 children, from birth to 14 years of age, investigated for maltreatment between October 1999 and December 2000. Of the 5,501 children, 12% (n ϭ 597) were investigated for sexual abuse as the most serious maltreatment type. Current analyses include 553 of these children, ages 3-14 years. Very young children (from birth to 2 years of age) were excluded because they are a small group (unweighted n ϭ 44) for which standardized measures of psychopathology or problem behavior are not available. Data are from baseline interviews with children, their primary caregiver, and child welfare workers.
Survey Design
Children were selected into the NSCAW study using a two-stage stratified sample design. The first stage involved selecting 92 primary dampling units (PSUs; predominantly county child welfare agencies) in 36 states. The second stage involved selecting children, from birth to 14 years of age, from lists or files of children who were investigated for maltreatment within the sample PSUs. Eligible children were stratified into eight domains according to their age, service status (e.g., open for CWS, foster care), and maltreatment type, and a random sample of children was chosen from each domain. This procedure allowed for oversampling of infants, children reported for sexual abuse, and children receiving ongoing CWS. Sampling weights were calculated to adjust for unequal selection of subjects into the study, initial nonresponse, and undercoverage of unsubstantiated cases and also to allow statistical inference to the national level of children investigated for maltreatment. Additional detail about the NSCAW design and sampling is available (see NSCAW Research Group, 2002) .
Measures
Measures are grouped according to variables used to form the latent class profiles (abuse and family characteristics), measures to assess children's psychological symptoms, and services. Latent classes were formed using five dichotomous abuse-related variables (duration, severity, parent perpetrator, relative perpetrator, and maltreatment co-occurrence) and five family problem variables (prior reports, low social support, substance abuse, mental illness [MI] , and DV).
Abuse characteristics. A modified version of the Maltreatment Classification System (MCS; Barnett, Manly, & Cicchetti, 1993) was used to describe the investigated abuse. Child welfare workers reported the duration and frequency of the CSA, the alleged perpetrator, abuse severity, and other reported maltreatment. Two variables were created to describe the perpetrator: parent or stepparent and other relative (both yes/no). The original 7-point severity scale was reduced to a 6-point scale by combining the categories "oral copulation of adult" and "oral copulation of child," which resulted in the following scale: (1) less severe abuse, (2) fondling/ molestation, (3) masturbation, (4) digital penetration, (5) oral copulation, and (6) intercourse. Abuse duration is measured as a function of child age (duration in days/age in days), so that comparisons could be made regardless of child age (e.g., a 3-year-old cannot experience a 5-year abuse).
Additional family problems. The presence of substance (alcohol or drugs) abuse problems or dependence in the primary or secondary caregiver and the presence of mental health problems in the primary caregiver were reported by caregivers and child welfare workers. If either the worker or the caregiver acknowledged these issues, the dichotomous variable was coded "yes." Child welfare workers also reported whether or not the family had prior maltreatment reports and low social support at the time of the investigation.
Caregivers reported their level of depression and substance use in the 12 months prior to and including the investigation using the Composite International Diagnostic Interview-Short Form (CIDI-SF), a measure with classification accuracy of 93% to 99% in relation to psychiatric standards (Kessler, Andrews, Mroczek, Ustun, & Wittchen, 1998) .
Caregivers reported interpersonal violence experiences in the 12 months prior to and including the investigation using The Conflict Tactics Scale (CTS1: Straus, 1979) . Minor and severe violence subscales were collapsed into one, DV, and combined with child welfare workers' reports to create the dichotomous measure of DV.
Child Behavior Checklist (CBCL; Achenbach, 1993) . Internalizing and externalizing behavior problems were assessed using the CBCL, a wellvalidated measure indicative of psychopathology risk (Achenbach, 1993) . T scores at or above 65 are considered clinical-level problems, and scores of 60 -65 are considered borderline level. The CBCL has high interrater reliability (.96), acceptable construct validity (.59 to .88), and high internal consistency (.90 to .91) in the NSCAW sample (USDHHS, 2004) .
Trauma Symptom Checklist for Children (TSCC; Briere, 1996) . The posttraumatic stress (PTS) subscale of the TSCC was administered to children ages 8 years and older. The TSCC evaluates psychological symptomatology in children who have experienced traumatic events (Briere, 1996) . T scores at or above 65 are considered clinical level and scores between 60 and 65 are borderline level. The PTS scale has high internal consistency (␣ ϭ .85 to .87 across standard and maltreatment samples), and the full TSCC shows construct validity in at least seven studies with regard to traumatic impact (Briere, 1996) .
Children's Depression Inventory (CDI; Kovacs, 1992) . The CDI is a child-reported measure of depressive symptoms. Children are considered depressed if they fall at or above the 91st percentile for their age and gender group. In the NSCAW sample, internal consistency of the CIDI-SF is acceptable, averaging .81 for 7-to 12-year-olds and .87 for 13-to 15-year-olds (USDHHS, 2004) .
Services and case characteristics. Child welfare workers reported whether any services were provided to the family, arranged, or referred following the investigation (hereinafter termed provided or referred services, in the interest of simplicity). Follow-up questions inquired about particular services, including child mental health counseling and treatment. Workers also reported the investigation status (substantiated, indicated, or neither), whether or not the study child had serious emotional or behavioral problems, and their living situation postinvestigation (in home or out of home).
Data Analysis
Factor mixture modeling, a form of latent class analysis (LCA), and regression analysis were the primary analytic methods. Factor mixture modeling, using weights and adjusting for complex sampling, was conducted using MPLUS statistical software, Version 3.11, and linear and logistic regression analyses were conducted using SUDAAN software (Research Triangle Institute, 2001 ). All analyses used the sampling weights and clustering estimates unless otherwise noted.
Analyses were conducted in four steps. First, children were stratified into three age groups: 3-7, 8 -11, and 12-14 , with approximately one third of the total sample falling into each group. Children in the three age groups were compared with regard to abuse characteristics, presence of other family problems, and psychological scores using chi-square statistics and t tests.
Next, we conducted factor mixture modeling within child age groups. Two statistical indicators of model fit (Bayesian Information Criterion [BIC] and entropy) and three substantive indicators of model fit were used in this study. Substantive value of the models were evaluated accordingly: (a) the amount of new information gained with increased numbers of classes, (b) statistical strength of the model relative to the information gained, and (c) the estimated sample size of the additional class. Class counts that were estimated to include fewer than 5% of the total children in their respective age group (unweighted) were considered too small to be stable or useful relative to the purposes of the study. After choosing the best factor mixture models, we created substantive class labels, and the demographic composition of each class was viewed.
The third analytic step was to conduct linear regression analysis modeling the relationship between children's latent class membership and their psychological scores. Each outcome (internalizing and externalizing behavior, depression, and PTS) was modeled within each age group, resulting in 10 models total (depression and PTS scores were not applicable to the youngest children). Independent variables included four demographics (child age, gender, race/ethnicity, and urbanicity), two case characteristics (child's living situation and substantiation status), the respective class indicator variables, and a variable to control for time between the maltreatment report and the research interview. The latter was included to account for psychological scores that may be attributable to children's proximity to the maltreatment or its discovery.
The final step was to conduct bivariate and multivariate analysis of the mental health service response. Independent variables were those used in the linear regression modeling (discussed earlier) and three additional variables: mental health problems reported by child welfare workers, any borderline-or clinical-level score, and latent class grouping indicative of the most symptoms (classes with high symptom levels were collapsed and compared with classes showing low levels of symptoms).
Results
Results of descriptive and multivariate analysis regarding variables used in the factor mixture modeling and children's psychological scores are presented first, followed by results of bivariate and multivariate analysis of services. Children in the study were predominantly female (74%) and were White (51%), Black (23%), Hispanic/Latino (18%), or other race/ethnicity (8%). Mean age of children was 9 years, with 42% ages 3-7 years (unweighted n ϭ 196), 29% 8 -11 years (n ϭ 177), and 29% 12-16 years (n ϭ 180).
Average time between the index maltreatment report and the research interview was about 5-6 months. Table 1 presents descriptive statistics for dependent variables used in the factor mixture modeling (abuse and family problems) and psychological outcomes including chi-square tests for age group differences. Mean abuse severity for the population was 3.3 on the 6-point severity scale, a figure that was not significantly different by child age. Abuse duration averaged 9 months, and the youngest children were investigated for significantly shorter duration abuse, compared with the middle and oldest children (58 days, 457 days, and 374 days, respectively). Large standard errors were generated with these figures, indicating substantial within-age variance with regard to duration (e.g., SEs ϭ 197 and 95 among the middle and oldest children, respectively).
Bivariate Analysis of Variables Used in Factor Mixture Modeling
Over 60% of children were investigated for abuse involving a nonparental perpetrator: Thirty-three percent of children were investigated for relative-perpetrated abuse, and 34% of children were investigated for abuse involving an unrelated person. The youngest and middle children were more frequently investigated for relative abuse, compared with the oldest children (40%, 43%, and 14%, respectively). One quarter of children (26%) were investigated for multitype maltreatment, with higher rates reported among 12-to 14-year-olds (41%), compared with 3-to 7-year-olds (11%).
Prior reports were common (56%), with nearly three quarters of 8-to 11-year-olds (71%) and over one half of 12-to 14-year-olds (61%) having prior reports. Many 3-to 7-year-olds also had prior reports (41%). Rates of caregiver substance abuse, MI, and DV were 14%, 30%, and 43%, respectively. Low social support was reported with regard to 25% of families.
Roughly one third to one half of children scored in the borderline or clinical range of behavior problems (31% and 46% for internalizing and externalizing behavior problems, respectively). These figures are comparable with baseline rates among the total NSCAW population wherein 24% to 36% of children, depending on source, exhibited borderline or clinical-level internalizing problems and 33% to 44% exhibited externalizing problems (USDHHS, 2004) . Mean internalizing score for children in the present population was 54, and mean externalizing score was 57.
One fifth of children exhibited clinical-level depression (20%) and PTS (19%). Rates of PTS varied significantly by child age, with more 8-to 11-year-old children exhibiting PTS symptoms (24%), compared with 12-to 14-year-old children (14%). Rates of depression and PTS were higher among children in the present study, compared with the larger NSCAW group, wherein baseline rates of clinical-level depression and PTS were 15% and 12%, respectively (Kolko et al., 2005; USDHHS, 2004) . Mean depression and PTS scores were each 52 in this sample.
The majority of children had at least one borderline-or clinicallevel score (58%), and significantly more 12-to 14-year-old children (80%) than 3-to 7-year-old children (40%) exhibited at least one problem symptom. One third of children had comorbidproblem-level symptoms (33%).
Results of Factor Mixture Modeling
Factor mixture modeling yielded two 5-class models (youngest and oldest children) and one 4-class model (middle children). As presented in Table 2 , model fit for the youngest children clearly improved from the 1-class model to the 2-, 3-, and 4-class models, as shown by substantial drops in the BIC with each additional class (values decreased by 143.90, 77.25, and 62.22 units, respectively) . The decrease in the BIC was much less, however, in the models with 5 (24.19) and 6 (28.68) classes, indicating that model parsimony improved negligibly with these models.
Entropy, a measure of the extent to which the model distinguishes the classes, was acceptable regardless of the number of classes, with values ranging from .93 (4-and 5-class models) to .95 (6-class model). The 6-class model generated a class that was small (11 children), below the established criterion of having at least 5% of the children represented in a class. Because substantively meaningful information was gained with the 4-class model over the 3-class model (a class distinguished by domestic violence), and again with the 5-class model (a class with moderate severity abuse and caregiver MI), the 5-class model was determined to be the best fit to the data for the youngest children.
Data for children ages 8 -11 were well replicated by a 4-class model. The BIC showed substantial decreases as classes were added up to the 4-class model, with differences of 156.32 (1-to 2-class models), 104.44 (2-to 3-class models), and 72.48 (3-to 4-class models) units. However, the 5-class model showed a very small drop in the BIC of just 4.38 units, indicating that the 4-class model was adequately parsimonious. Entropy was the same in both the 4-and 5-class models (.97). When 6 classes were imposed on the data, the BIC further declined (23.37 units), but model entropy was lower (.95), and the smallest class was estimated with 16 members. The 4-class model was determined to be the best fit to the data for the children ages 8 -11. Note. All analyses are on weighted data. BIC ϭ Bayesian Information Criterion. a The 3-class model for children in this age-group generated a class with 1 member, inhibiting the ability to produce parameter estimates for this class and to conduct tests of model comparisons.
Some difficulty was encountered in the mixture modeling for the oldest children. Namely, the 3-class solution yielded a class with one member, limiting the ability to generate the parameters for this class (no variance) and to conduct subsequent model comparisons. As such, model fit for the surrounding models was analyzed, with the conclusion that the 3-class model was inadequate, given the one-member class. The BIC value for the 4-class solution decreased by 127.01 units from the 2-class model, indicating better model fit in the 4-class model. Class distinction was improved in the 4-class model (.95) over the 2-class model (.92). The 5-class and 6-class models showed further drops in the BIC (38.99 and 55.36 units, respectively) and constant entropy (.97). The additional class in the 6-class model, however, was not substantially different than one generated in the 5-class model. The 5-class model was retained as the best fit to the data for children ages 12-14.
Results of Factor Mixture Modeling: Class Distinctions
Results of the mixture modeling, in terms of the variables that distinguish the classes, are presented in Tables 3 and 4. Table 3 figures are the proportion of class members who endorsed a particular item for the dichotomous variables and the estimated means generated by the latent class for the continuous variables. Table 3 also presents the demographic composition of the classes generated by a frequency distribution after the classes were estimated. Table 4 presents the results substantively. Labels were assigned to the classes on the basis of their most distinguishing characteristics. Classes within each age group were ordered from the largest to smallest class size and numbered starting at Class 1 (normative). The normative class was the most common and, regardless of child age, was characterized by the least severe sexual abuse of the shortest duration and comparatively low endorsement of other family problems.
Children ages 3-7 years. The normative class comprised 29% of this population and was characterized by less severe abuse ( ϭ 1.66) that allegedly occurred one time by a nonparental relative or unrelated person. No other family problems characterized this class, and the group was gender and racially diverse.
Class 2 comprised another 26% of children and was distinguished by DV (89% endorsement) and caregiver MI (60%). Class 2 members were investigated for less severe ( ϭ 1.99), shorter duration abuse ( ϭ .01) and were primarily White (48%) and Black (37%) girls (83%). Children in Classes 3, 4, and 5 were investigated for more severe CSA, on average, compared with children in the first 2 classes. Class 3 members (16%) were investigated for the longest duration abuse ( ϭ .30), and were similar to Class 4 members (16%) in terms of abuse severity (s ϭ 5.02 and 5.57, respectively). Class 4 members were investigated for shorter duration abuse, often had prior reports (84%), and were mostly White (64%) girls (88%). Class 5 members (13%) were mostly boys (66%) investigated for moderate severity ( ϭ 3.85), shorter duration abuse ( ϭ .01) by a nonparental relative (.75). Classes were labeled accordingly: least severe, DV/MI, severe chronic, severe moderate, and boys.
Children ages 8 -11. The normative class comprised over one half of 8-to 11-year-olds (54%), and these children were investigated for less severe ( ϭ 1.80), shorter duration abuse ( ϭ .02) involving a variety of perpetrators, including parent or parent figures (35%), other relatives (24%), and unrelated persons (41%). Over one half of Class 1 members had caregivers with DV experiences (54%).
Class 2 members (22%) were investigated for more severe abuse ( ϭ 5.17) over a moderate duration ( ϭ .09) by a nonparental relative (90%). Nearly three quarters of Class 2 members have had prior reports (70%), and 44% were investigated for multitype maltreatment. Class 3 members (14%) were also investigated for more severe abuse ( ϭ 5.69), but over a longer duration ( ϭ .24) by a parent or parent figure (96%). Class 3 members highly endorsed family problem items, including low social support (78%), prior reports (75%), substance abuse (70%), and DV (60%).
The last class among 8-to 11-year-olds (Class 4; 10%) was distinguished by less severe abuse ( ϭ 2.01) over a long duration ( ϭ .474) by a nonparental relative (100%). Class 4 members were nearly all White (97%) girls (92%) with prior maltreatment reports (100%) and family low social support (89%). Classes were labeled accordingly: least severe, severe moderate, severe all, and chronic relative.
Children ages 12-14. The normative class among 12-to 14-year-olds comprised 45% of the population and was characterized by less severe abuse ( ϭ 1.91) over a shorter duration ( ϭ .03) by a parent or parent figure (60%) or unrelated person (23%). Most members were girls (78%) and were White (55%) or Hispanic or from other races/ethnicities (36%). Caregiver DV was frequently endorsed (39%).
Class 2 members (26%) were investigated for higher severity abuse ( ϭ 5.70) over a longer duration ( ϭ .14) by a variety of perpetrators, including parent or parent figures (42%), relatives (23%) and unrelated persons (35%). Class 2 members were racially diverse, and 43% had a caregiver with MI. Class 3 members (12%) were also investigated for more severe CSA ( ϭ 5.96), but which occurred over a shorter duration ( ϭ .05), by an unrelated person (99%). Class 3 members were nearly all Black (91%) girls (100%) with high endorsement of family problems, including prior reports (100%), multitype maltreatment (97%), low social support (96%), substance abuse (100%), and DV (100%).
The final two latent classes among 12-to 14-year-olds comprised 17% of the population. Class 4 members (9%) were again mostly Black (79%) girls (93%) investigated for moderate severity abuse ( ϭ 3.19) over a shorter duration ( ϭ .02) by an unrelated person (86%). Nearly all Class 4 members had prior reports (90%) and caregivers with MI (85%). Class 5 members (8%) were investigated for moderately severe abuse ( ϭ 3.19) over a long duration ( ϭ .10) by a parent or parent figure (100%). Class 5 members were nearly all White boys (93%) and highly endorsed multitype maltreatment (94%), prior reports (91%), low social support (99%) and caregiver MI (90%). Classes were labeled accordingly: least severe, severe chronic, severe all, MI/priors, and boys.
Summary of class distinctions. Regardless of age, the largest groups of children were investigated for less severe abuse that reportedly occurred over a short duration or on one occasion. These classes comprised about one half of children in each age group and typically did not show high endorsement of other family problems (except that DV was prevalent among younger children). Two classes in each age group were distinguished by more severe abuse (involving penetration) that allegedly occurred over either a .47
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. shorter or longer duration. Neither group (severe short-duration abuse or severe long-duration abuse) showed consistent patterns with regard to family problems, multitype maltreatment, or perpetrator. Classes with these higher severity acts were prevalent, comprising about one third of children in each age group. The final abuse-related pattern was that classes generated in the models for older children tended to show perpetrator distinction, whereas classes in the models for the youngest children were not. Also evident across the mixture models were several classes distinguished by caregiver MI and DV (not necessarily together). Classes distinguished by substance abuse, however, were nearly always accompanied by DV. Prior maltreatment reports characterized nearly all children (and classes) in the middle and oldest age groups.
Demographic composition of the classes showed that two comprised mostly boys-a group of 3-to 7-year-old boys and a group of 12 to 14-year-old boys. Both were characterized by moderate severity, shorter duration abuse and high endorsement of caregiver MI. Most classes were racially diverse, except that two classes of 12-to 14-year-olds were mostly Black girls. Table 5 presents the results of linear regression analysis modeling children's psychological scores. Models presented for each age group exclude the normative (largest) class, such that the parameters represent the relationship between the respective class and the normative class. Results of models that tested all of the class comparisons are not presented in Table 5 , but significant findings will be discussed. Children were assigned to their most likely class membership on the basis of their latent class probabilities (0% to 100%). Very few (Ͻ1%) midrange probability values (.20 -.80) were observed.
Results of Linear Regression Modeling Children's Psychological Symptoms
Children ages 3-7. Class 2 (DV/MI) and Class 5 members (boys) scored significantly higher than other children in terms of behavior problems. Children in the DV/MI group showed increased internalizing and externalizing scores of 6.34 and 6.68 points, respectively, over children in the normative class (least severe). Class 2 internalizing scores were also significantly higher than Class 4 (severe moderate) scores. Class 5 (boys) members scored significantly higher than normative and Class 4 members in terms of externalizing behavior problems. Children with substantiated or indicated abuse had significantly lower internalizing scores, compared with children whose abuse was unsubstantiated. Children ages 8 -11. Class 4 (chronic relative) members scored significantly higher than children in all other latent classes, with regard to externalizing behavior problems and PTS, and higher than Class 2 (severe moderate) members in terms of depressive symptoms. Class 3 members (severe all) had significantly higher internalizing scores of nearly 5 points, compared with normative-class children and significantly higher depression scores (13.81 points) than Class 2 members. Finally, internalizing scores were over 7 points higher among Black children, compared with other children.
In summary, children ages 8 -11 in Class 4 (chronic relative) showed the highest externalizing and PTS symptoms, whereas internalizing and depressive symptoms were notable among Class 3 (severe all) and Class 4 members.
Children ages 12-14. Children in Class 5 (boys) scored significantly higher than children in all other classes with regard to externalizing behavior problems and depressive symptoms and higher than normative and Class 2 members (severe chronic) in terms of internalizing problems and PTS. Class 5 members also scored higher than Class 4 members in terms of PTS. Class 4 members (MI/priors) scored significantly higher than Class 3 members, with regard to externalizing and depression scores, and higher than Class 2 members in terms of internalizing behavior problems. Normative and Class 2 members appeared to show the least symptoms overall, although Class 2 members showed greater externalizing and PTS symptoms than normative class members.
Children living in out-of-home care after the investigation scored over 9 points higher than children who remained at home in terms of internalizing behavior problems. Externalizing behavior scores were increased by over 5 points in association with sub- Table 6 presents the results of bivariate and multivariate analyses of children's referral to, or receipt of, mental health services. Overall, 58% of children scored in the borderline-or clinical-level range of at least one symptom, and 43% were referred to or provided mental health services. Just 26% of child welfare workers reported that the referent child had serious emotional or behavior problems. Service referral or receipt rates were 36%, 51%, and 46% among children ages 3-7, 8 -11, and 12-14, respectively. Rates of mental health service referral or receipt were not significant in bivariate analyses (chi-square statistics) according to children's latent class grouping, exhibited symptoms, or workerreported mental health problems.
Results of Services Analyses
Most abuse was unsubstantiated or not indicated (61%). In bivariate analyses, substantiated or indicated abuse was uniformly related to mental health service referral; 72% of children with substantiated/indicated abuse were referred to or received mental health services, compared with 24% among children whose abuse was unsubstantiated or not indicated. Among children ages 3-7, 58% of children with substantiated or indicated abuse were referred to or provided mental health services, in comparison with 20% of children whose abuse was unsubstantiated or not indicated. Service proportions were 82% and 81%, respectively, among children ages 8 -11 and 12-14 with substantiated or indicated abuse, compared with 33% and 22%, respectively, of unsubstantiated or not indicated cases. Most children remained at home after the investigation (90%), and mental health service referral rates were higher in association with out-of-home placement (72%), compared with remaining at home (40%).
Results of the three logistic regression analyses modeling mental health service referral or receipt are also presented in Table 6 . Because of problems with model instability due to some classes with few members (unweighted), it was necessary to combine some of the latent classes in these models. The decision was made to combine classes on the basis of symptomatology (groups of children with the highest symptom levels were combined). Among children ages 3-7, Classes 2 and 5 were combined and compared with Classes 1, 3, and 4. Among children ages 8 -11, Classes 3 and 4 were combined and compared with Classes 1 and 2. Classes 2 to 5 were combined and compared with the normative class among children ages 12-14.
Results show that, regardless of child age, substantiation status of the CSA explained much of the variance in mental health service referral rates. Odds of mental health service referral or receipt were increased by 4.73 among 3-to 7-year-olds with substantiated or indicated abuse over children whose abuse was not substantiated, and the estimates were higher among 8-to 11-year-olds and 12-to 14-year-olds (OR ϭ 12.73 and 28.05, respectively).
Two other variables predicted mental health service referral among the youngest children. Children whose child welfare workers reported a mental health problem were over four times more likely to have been referred to or received mental health services, compared with children whose child welfare workers did not report a problem (OR ϭ 5.67). Odds of mental health service referral were significantly reduced among children living in nonurban communities, compared with children living in urban communities (OR ϭ 0.13).
Among 8-to 11-year-old children, apart from substantiation status, mental health service referral or receipt was more likely in association with CWW-reported child mental health problems (OR ϭ 2.75). Among 12-to 14-year-olds, children with at least one borderline or clinical symptom had greater odds of mental Note. NA ϭ not applicable; CWW ϭ child welfare worker; MH ϭ mental health. a Corresponds with Classes 2 and 5 among 3-7-year-olds, Classes 3 and 4 among 8 -11-year-olds, and Classes 2-5 among 12-14-year-olds. Comparison group includes the remaining classes. Bivariate tests of services and class membership that included all the classes were not significant. * p Ͻ .05 using bivariate (chi-square) and multivariate analyses. All analyses are on weighted data.
health service referral or receipt, compared with children whose scores were all in the normal range (OR ϭ 7.70). Black children were over 80% less likely to have been referred to or received mental health services, compared with other children (OR ϭ 0.12).
Limitations
Nearly one quarter of the study children (24%, unweighted) were missing data regarding the duration and frequency of the abuse, and another 36 children had seemingly incongruent information (e.g., duration of 6 months, but one-time frequency). The frequency variable was dropped from the analyses, which may have resulted in some inaccuracy about abuse intensity, although this is a slight possibility because these variables are strongly correlated in these (r ϭ .65) and other analyses (Ruggiero et al., 2000) . Children missing the duration variable were maintained in the study with missing data generation techniques (maximum likelihood estimation under missing at random conditions; see Muthén & Muthén, 2000) , but it is possible that, had the duration estimates in missing cases come directly from child welfare workers, the results would be slightly different.
Measurement effects from using different raters to assess psychological symptoms may be present. Behavior problems were reported by caregivers, and depression and PTS were reported by children. A strength of these data, however, is that children are able to "speak for themselves," so although measurement effects are possible, we believe that having children describe their own symptoms whenever possible outweighs these concerns. Other NSCAW findings show differences of 10% to 12% in rates of child behavior problems by rater (USDHHS, 2004) .
Finally, the findings only apply to children's symptoms immediate to an investigation for sexual abuse and cannot be interpreted to mean that their abuse or other experiences caused their symptoms because of the cross-sectional nature of the data. However, the study offers a solid view of children's psychological needs at intake to CWS because commonly cited psychological problems following CSA (e.g., aggressive or sexualized behaviors, depression) are likely to have been captured.
Discussion
This study contributes to what we know about children's psychological service needs following sexual abuse in two important ways: It provides information about patterns of sexual abuse and other family problems that relate to different types of psychological symptoms, and it links these profiles to service receipt and other CWS patterns that contribute to children receiving mental health services.
Most fundamentally, the study demonstrates that not all investigations of CSA are alike. Even within rather narrowly defined age groups, children's experiences vary greatly. Although most children were investigated for lower severity CSA that reportedly occurred one time, many other children reportedly experienced abuse over the majority of their lifetime. Prior maltreatment reports were common (56%), whereas a fair number of children were referred for maltreatment for the first time in adolescence (39%). Five distinct subgroups of 3-to 7-year-olds and adolescents were identified, along with four subgroups of school-age children. It is clear that the practice of classifying children according to the predominant type of maltreatment, common in child welfare services (USDHHS, 2002) , likely diminishes the quality of our understanding of children's service needs. The finding in this study that many children have prior reports and lower severity CSA, along with family problems such as domestic violence (43%) and caregiver MI (30%) indicate that, as a group, sexually abused children may have experiences leading up to the referral point that are more similar than not to the experiences of other maltreated children referred to CWS. Efforts to design CWS that are more developmentally sensitive (Berrick et al., 1998) will also require sensitivity to wide variability in children's experiences within their peer and "maltreatment type" groups.
Prior research suggests that the worst psychological outcomes are to be expected among children who experience a longer duration of abuse, abuse by a parental perpetrator, and abuse that involves more invasive sexual acts (Kendall-Tackett et al., 1993; Trickett, Noll, Reiffman, & Putnam, 2001 ). This study demonstrates that these characteristics alone may not be a reliable gauge of children's service needs. Certainly, severity of abuse was an important distinguishing variable in the classes that resulted from this analysis, yet, the role of the other characteristics of the maltreatment situation are also highlighted. Young children in this study (ages 3 to 7) who demonstrate the most behavioral symptoms are those whose caregivers have domestic violence experiences and MI. Other 3-to 7-year-olds that would be expected to show psychological difficulties do not-namely, children whose sexual abuse was substantiated or indicated and children whose abuse was reportedly severe and chronic. Substantiated or indicated abuse in this age group was associated with a 4-point decrease in internalizing symptoms, and severe chronic abuse did not predict internalizing or externalizing symptoms. These findings may reflect the ability of young children to recover from sexual abuse when the abuse is stopped, caregivers are able to be supportive, and other family problems are not present. Alternatively, these findings could be testament of sleeper effects, wherein these children will later develop problems, or indication that the discovery of the abuse at this point may prevent children from developing symptoms altogether. It is clear that the mix of domestic violence, caregiver MI, and low severity sexual abuse distinguishes a group of young children for whom behavioral symptoms are a concern.
Other findings indicate that the combination of sexual abuse and other family problems is important to understanding children's psychological needs. School-age children (ages 8 to 11) with more severe sexual abuse (e.g., incest) along with multiple other family problems, including caregiver substance abuse and domestic violence, exhibit internalizing and depressive symptoms to a greater degree than other children. Externalizing behavior problems and PTS symptoms, in contrast, are elevated among 8-to 11-year-old White girls who experience chronic CSA by a nonparental relative. This group is also distinguished by having prior maltreatment reports, suggesting that the abuse was ongoing despite repeated referrals to CWS. The development of externalizing and stressrelated symptoms in these children may, in turn, be related not only the abuse itself but also to feelings or reactions (e.g., helplessness) that children may have to the repeated failure of adults to protect them from the abuse. "Acting-out" behaviors among these children may be in direct response to the sexual abuse or, in some manner, may represent attempts by these children to bring atten-tion to their plight. However, this is speculation; the need for additional inquiry is indicated by this finding.
If any group of CSA-exposed children ought to be uniformly provided mental health services, adolescents, of whom 80% scored in the borderline or clinical range on at least one psychological measure, would appear to be the appropriate group. The highest rates of symptoms (except depression) were observed among children whose CSA experiences were severe (e.g., oral sex, intercourse). Depressive symptoms were associated with gender (more girls than boys) and were notably higher among Hispanic and/or other racially identified children. One group of boys in this age group, in particular, showed elevated symptoms across all measures-White boys investigated for chronic sexual abuse involving a parent or parent figure. These children clearly experienced comorbid or multiple symptoms at the time of the investigation. Adolescent girls who show increased externalizing behavior problems and PTS but do not appear to experience internalizing and depressive symptoms typically have abuse experiences that are severe and chronic and are also likely to have a primary caregiver with MI. PTS symptoms are elevated among adolescent Black girls whose sexual abuse likely constitutes rape by a person unrelated to them. These girls also experience multiple family problems.
Despite identifying distinct subgroups of children who exhibit psychological needs, findings also show that children's class membership does not fully explain some symptoms. Black children ages 8 to 11, for example, show elevated behavioral symptoms regardless of their class membership. The finding that Hispanic and other nonmajority adolescents have greater levels of depression and PTS, regardless of class membership, suggests there are other factors that contribute to these patterns. These findings may relate to cultural differences surrounding the experience or disclosure of sexual maltreatment, particular cultural views regarding sexual maltreatment that would heighten levels of shame in victims, or institutional discrimination or help-seeking preferences among families that culminate in service disparities and unaddressed psychological problems over time. Further research is needed to understand these differences.
It is also important to note that, although many children referred for sexual abuse exhibit symptoms at the time of the investigation (58%), their symptom rates do not appear notably different in comparison with other children seen by CWS. Internalizing behavior problems, for example, were noted among 31% of the children in the present study and 32% among 4-to 14-year-olds in the larger NSCAW group (USDHHS, 2004 ). Rates of clinicallevel depression were 20% and 15%, respectively, among the present and total NSCAW children, and investigators using the NSCAW data found no relationship between clinical-level PTS and investigations of sexual abuse, physical abuse, and neglect (Kolko et al., 2005) . Certainly, many children in the present study may develop problems, and their rates of psychopathology may eventually exceed rates of other maltreated children-KendallTackett and colleagues (1993) estimated that between 10% and 20% of sexually abused children may develop problems a year or more after the abuse-but at least initially, CSA-referred children may not be substantially different in terms of their need for mental health services, compared with other maltreated children.
Other findings from the NSCAW study show that, although children's clinical needs drive mental health services, as per behavioral indication using the CBCL (Achenbach, 1993) , many children who need services do not receive them Hurlburt et al., 2004; USDHHS, 2004) . The present study suggests that the opposite may often be true in cases of sexual abuse. Many children who receive or are referred to services do not show an immediate need. More children in the present study were referred to or provided mental health services at the time of the investigation (43%) than children in the total NSCAW sample who received such services in the 12 months before (16%) and after (28%) intake to CWS Hurlburt et al., 2004) .
In addition, more children in the present study were referred to or provided mental health services than their child welfare worker reported as having emotional or behavioral problems (26%). This suggests that many children are provided services for some reason other than acute need. The possibilities include prevention of symptoms or referrals that relate to worker or caregiver anxiety about the sequelae of sexual abuse. This is not a surprising finding, but it supports concerns raised by other investigators that more ought to be learned about the utility of providing mental health services to CSA-exposed children when circumstances or needs do not dictate (Finkelhor & Berliner, 1995) . Unquestionably, preventive services are often warranted. However, even the most efficacious interventions for sexually abused children are designed to address symptoms (Cohen & Mannarino, 1996; Saunders, Berliner, & Hanson, 2001 ). This work supports the notion that CSA often results in a mental health service response whether there is clear evidence of need or not. For a system that is constantly burdened by a lack of resources, appropriate targeting of services would appear to be a critical goal. In turn, however, research is needed to understand how and when to use preventative mental health services with sexually abused children. These findings suggest that other maltreated children may receive benefits from similar services.
Results are clear, across age groups, that provision of mental health services are driven by the substantiation status of the CSA rather than the children's exhibited needs or the totality of circumstances (e.g., abuse, prior reports, caregiver MI) that likely influence their psychopathology risk. Symptoms were predictive of mental health services only among adolescents, and still, the greatest likelihood of services among this group was in association with substantiated or indicated abuse. Young children, in particular, with borderline or clinical-level symptoms were no more likely to receive or be referred to mental health services than asymptomatic children. Service rates increased when children's child welfare workers reported problems, but very few young children (ages 3 to 7) were perceived by workers to have serious emotional or behavioral problems (8%). The level of incongruence between young children's psychological needs reported by caregivers and worker reports of problems strongly suggests that underidentification of young children's psychological needs is a primary concern, a finding that may help explain other NSCAW findings that show young children are unlikely to receive MHS .
In addition to the probability that children with unsubstantiated sexual abuse and young children have unmet mental health service needs after the investigation, other demographic characteristics seem to be associated with unmet psychological needs, including (a) children remaining at home, (b) children living in rural communities, and (c) Black children. Two groups of adolescents are seemingly underserved: White boys investigated for parentperpetrated severe abuse accompanied by multiple other family problems, and Black girls with more severe abuse by an unrelated person and multiple family problems. Service referral and receipt rates were just 4% to 7%, respectively, among children in these groups. Hispanic adolescents and children of other races/ethnicities, in contrast, appear to be connected to services when they exhibit symptoms.
Designing child welfare services that better protect the mental health of sexually abused children will require interventions that meet the individual needs of children and families. This study shows that at least some children receive a mental health service response based more on worker concerns when abuse is substantiated rather than on specific assessment of children's individual needs. Factors that might account for this are agency resources that are accessible in concert with substantiated abuse or family disinterest in receiving or following through with mental health services when it is not clear that the abuse took place. Because there is "no specific test that can convincingly conclude that sexual abuse has not occurred" (Runyan, 1998, p. 494 ) and because there is evidence that substantiation status is not a reliable gauge of maltreatment risk, nonoccurrence, or family needs (Drake, 1995) , services that are guided by indicators other than child need are likely either to underestimate the number of children who would benefit from services or to misdirect resources.
Children's psychological symptoms do show relation to patterns of both their exposure to sexual abuse and other family problems, supporting the provision of services that are abuse-informed but not exclusively abuse-focused (Saunders et al., 2001) . Moving child welfare practice toward service provision that is based on a tailored assessment of individual children rather than on gross classifications of abuse experiences may aid the design of child welfare services that better protect children's mental health. Mental health providers, in turn, ought to be cognizant of these patterns and work with child welfare agencies to ensure that sexually abused children are provided psychological care that is appropriate to their level of need and that is sensitive to other significant experiences in children's lives that may contribute to their psychopathology symptoms or risk.
